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Read the information below. Sign, date and return this page.

P.O. Box 3599
Topeka, KS 66601-9738
Phone: 1-800-792-4884

| understand:
. | have the right to equal treatment regardless of race, color, sex, age, disability, religion, political belief, or national origin.
e | have the right to have information | have provided kept confidential unless directly related to the administration of Kansas medical assistance programs.
e | have to provide or apply for a Social Security number for anyone who is applying for health benefits and | authorize use of these numbers to administer

the program. These numbers will also be used for computer matches with other organizations such as banks, the Social Security Administration, and

Internal Revenue Service.

e Itis important to provide current income, address, and household composition information, and | am responsible for reporting changes during the

application process and while eligible.

e  Some or all of the people for whom | am applying may receive similar health coverage under the Medicaid program if eligible.
. I have the responsibility to use and report any third-party resources (such as health insurance, court settlements, medical support payments, trusts,
conservatorships, etc.) that may have a legal obligation to pay any or all of the medical expense of those for whom | am applying. | understand that
payment for a particular service may be withheld while a determination of failure to use a third-party resource is made.
e  Any payments made to me by a third-party resource for medical services covered under Kansas medical assistance programs will be used to pay for the
applicable medical bills and that these programs will only pay for services not covered by that third-party resource. | agree to cooperate with the medical

subrogation unit in pursuing those third-party resources.

. If I receive medical assistance after age 54 or while in an institutional arrangement, there may be a claim against my estate to recover the medical
expenditures made on my behalf. | understand that my financial institution(s) will be notified of a pending claim.

. | have the responsibility to read and truthfully answer all the questions on this application. | understand that if | provide false or purposefully misleading
information on this application or hide information requested by the application, | will be subject to penalties for my actions.
. | have the right to request a fair hearing if | disagree with a decision made on my case. The request for an appeal must be made within 33 days from the

date a notice of action is mailed by contacting KanCare or the Office of Administrative Hearings.

| agree:

e  To turn over any medical support payments for all persons receiving medical assistance if adults in the household are determined eligible for medical

assistance.

e To help Child Support Services (CSS) in establishing and enforcing support orders (if needed) if adults in the household are determined eligible for

medical assistance.
| certify:

e  That everyone | am requesting health coverage for — and who is determined eligible for such coverage — is a U.S. citizen or is a non-U.S. citizen in lawful

immigration status. Proof of immigration status may be required. (Exception: persons applying for emergency medical assistance under SOBRA)
e  Under penalty of perjury, that my answers are correct and complete to the best of my knowledge.

| authorize:

e  Payments under this program to be made directly to the physicians and other medical providers on any medical and other health services furnished to

those for whom | am applying while eligible,

e  Medical providers to release medical information to the Kansas Department of Health and Environment, Division of Health Care Finance (KDHE DHCF),
the Department for Children and Families (DCF), the Kansas Department for Aging and Disability Services (KDADS), the U.S. Department of Health and
Human Services, insurance companies, and other contracted medical providers. | also authorize KDHE, DCF, and KDADS to share medical information
for administrative purposes with other agencies and contractors.

. Employers, medical providers, financial institutions, insurance providers, benefit providers, and other persons or agencies with knowledge of my

circumstances, to release to KDHE, DCF, KDADS, or other benefit programs, any information including financial and other confidential information

necessary to establish my eligibility.

My signature on this application signifies that | have read and understand the conditions above. All information provided on this application is protected by state and
federal confidentiality laws. This release is valid from this date. A copy of this authorization is as valid as the original.

FOR AGENCY USE ONLY:

Signature of Applicant (required) Date
Signature of Other Adult Applying Date
Signature of First Witness (if “X” is used) Date
Signature of Second Witness (if “X” is used) Date
Signature of Medical Representative (if applicable) Date
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